PLEASE INITIAL EVERY LINE AND SIGN AT THE BOTTOM

The regulations below MUST be agreed on prior to being seen by a provider, if there is a regulation that vou do not agree
with, we unfortunately will not be able to procced with secing you.

We thank you very much for choosing our office. It is a great privilege to be able to serve you and to take part of your health care needs. We will
always strive to meet your expectations and to provide you with the best medical care possible.

Please carefully review and initial the following rules and regulations related to our office. Please always try to follow these regulations as they are
intended to make the work flow in our office more efficient and practical. If you have any questions about these rules, please do not hesitate to
ask one of our office staff members.

1) During your visit you will be seen by any of our providers depending on who is available. Due to the type of care we provide, a provider
can be called to cover the hospital patients and may not be available. You may be seen by a different covering provider. All of our providers are
licensed and highly qualified. You have a team of providers taking care of you , not just one person.

2) If you have been waiting in the waiting area and not called into an exam room for more than 30 minutes, please alert the front
desk immediately. Our goal is to cut down your wait in the lobby as much as possible.

3) Copays, deductibles and coinsurances are expected to be paid fully at the visit.

4) Please get all of your prescriptions during your office visit. Please make sure the prescription that you receive will last until your next
appointment.

5) If you need prescription refills, in between office visits please contact your pharmacy and ask them to send us an electronic refill
request. The pharmacy may take several days for them to contact us. Please allow one week for this to be completed.

6) We do not provide any results over the phone due to HIPAA laws. Please do not call asking for results those will be
discussed with you during your next office visit,

7) Please note that the labs and other results such as radiological studies are reviewed only during an office visit. Anytime you have
test completed; please make sure you have an appointment to go over the results. If you for some reason do not show up for an appointment
and have abnormal results, it will not be the office responsibility to review those labs or to contact you regarding them, As mentioned above,
all labs and radiological studies are reviewed only during the office visit. It is your responsibility to have an office visit to discuss your results.

8) Please allow 7-10 business days to process any request for medical records. There is a charge for copying medical records of $1.00 per
page for the first 25 pages, then $0.25 per page after that. If you are picking up records you must bring a valid ID. If you send someone to pick
up patient records they must be listed on the patients Authorization to Release Medical Records and must bring their valid ID and a copy of the
patients ID,

9) Forms; The cost will be $35 for 1 page. After 1 page the cost will be an additional $20 charge. EXAMPLE: 4 Pages; $35
+520+$20+520=595. Writing a letter for a patient will be $75 (school forms for children are excluded from the above fee). Please note this may
take 7-10 business days. ’

10) I will treat the staff and the providers with respect . | understand that the office has zero tolerance policy for abnormal or
disrespectful behaviour.,

11) For patient safety, it is not advised to give medical advice over the telephone without examination and taking proper detailed history.
Therefore if you call during business hours with any symptoms we will ask you to come to the office that day. If you have a medical question
please come to the office to receive your answer. If you forget what the doctor or nurse practitioner told you during your office visit please come
to the office, we cannot discuss this over the phone. If you want your prescription changed to a different medication please come to the office,
we cannot do this over the phone. If you need to leave a message for the doctor, nurse practitioner or nurse please allow 1-2 business days for a
returned phone call. If you have any questions or concerns please do not hesitate to write your suggestion to Dr. Kamel or talk to anyone of the
office staff. Itis a great pleasure and honor to be able to serve you and | hope you will have outstanding experience in our office that will meet
your expectations.

12) We have a remote monitoring program and chronic care program that may contact you on behalf of our practice. Participating in
these programs is voluntary. You agree that you may be contacted for the above services unless you decline them.

13) You agree to download the free healow app. You agree that the Healow app is the preferred way of communicating with our
office for any reason except emergencies. For emergencies call 911.

I agree to follow the above regulations Parent/Guardian Signature:




[ ®
@ INSTITUTE ENDOCRINOLOGY

Diabetes, Health & Hormones

Please complete the following as best you can prior to the visit:

GENERAL INFORMATION:

Patient's Name: Child’s age:

Patient's Date of Birth Today's Date:

Name of Preferred Pharmacy and address:

Why is the child being seen?

BIRTH HISTORY:

Birth Weight: | Birth Length: | L Vaginal Delivery | L C-Section-why?

_ Full-term / Born early / Late — How many weeks?

"1 Any problems during pregnancy (high blood pressure, preeclampsia, eclampsia, diabetes, placenta issues, etc)?
MNO TYES Explain:

Any problem with the delivery or after birth? " NO 11 YES -Explain “ljaundice  1low blood sugar
Did the child go to the ICU after delivery? 1" NO [ YES - Explain: 7] breathing issues

MEDICAL HISTORY:

Any hospitalizations? 1 NO L YES List

Any fractures? ' NO [ YES List:

Any surgeries? [ NO [" YES List:

Other medical problems/ diagnoses? [ NO | I YES Explain:




DEVELOPMENTAL HISTORY:

Walk alone 71 Age: Other services needed?
Speech therapy? TINO  TYES First tooth erupted [1 Age:
OT or PT? CNO T[YES First baby tooth loss [ Age:
SOCIAL HISTORY:

Does child live with both biological parents? L. Yes

I No - Explain;

Grade:

[ Home schooled (| Regular class "1gifted [/IEP
| needs exira help with certain subjects

1504 plan

1 Recent changes in school performance

ALLERGIES: TINO  T1YES, specify:

MEDICATION INFORMATION:
Current medications:

DIETARY CALCIUM INTAKE:
Milk or other dairy products per day
Ul none

U rarely

O 1-2perday [12-3 perday

Multivitamins: £I NO

UYES 0 SPORADIC

(12-3 per day 1 >3 per day
i >3 per day source

Vitamin D supplements: JNO (1 YES, dose: Lt other calcium
Other supplements:
FAMILY HISTORY
Timing of puberty llinesses
Height (early, average, late / age of menses)
Mother
Father
Siblings: age (1 brother (| sister
Siblings: age I brother U sister
Siblings: age "I brother (I sister
Siblings: age 7 brother [ sister

(*Mat.= maternal- mom'’s side

*Pat.= paternal- dad’s side;all is in relation to patient)

lliness

Relatives

L other:

Diabetes- Type 1 or Type 2

*Mat. OGF SGM Caunt Cuncle

*Pat. ©GF OGM Caunt “uncle

Thyroid illness

“Mat. LIGF _GM _aunt [_uncle

*Pat. /GF LJGM _aunt _uncle

Adult height under 5 ft or under 150 cm

*Mat. LIGF _\GM _aunt [_uncle

*Pat. . GF LIGM _iaunt _uncle

Early or late puberty

*Mat. LIGF _GM _aunt Lluncle

*Pat. _GF _GM L_aunt _uncle

Fertility problems *Mat. | /GF _GM _auntLuncle | *Pat. \GF _{GM _aunt _luncle
PCOs, irregular periods *Mat. LUGF _GM _aunt [Juncle | *Pat. _GF _JGM Launt _uncle
Celiac disease, gluten intolerance *Mat. | \GF { 'GM aunt! uncle | *Pat. "GF IGM ' aunt uncle
Crohn's disease, ulcerative colitis *Mat. | IGF _GM = aunt( uncle | *Pat.i GF IGM aunt uncle
Lupus *Mat. 1 IGF 'GM aunti uncle | *Pat. 'GF IGM aunt _uncle
Psoriasis *Mat. 1 IGF  GM ' aunt! uncle | *Pat. GF IGM aunt uncle
Bone disease (abnormal fractures), teeth issues | *Mat. "IGF GM “aunti"uncle | *Pat. "GF GM ~aunt . “uncle




HAS YOUR CHILD BEEN EXPERIENCING ANY OF THE FOLLOWING?
Other comments:L tiredness

{1 poor weight gain
1 weight loss Ibs in (time frame)
[ weight gain Ibs in (time frame)

| appetite changes

I slow growth (height/length)

rapid growth (height)

always cold compared to others

o043

always hot and sweaty compared to others

headaches

0

=

changes in vision

wearing glasses/contacts: recent change in prescription 71 no [ yes
eye(s) redness or dryness

difficulty or pain swallowing

0003

palpitations/heart racing

{1 shortness of breath

[ snoring: pausing in breathing (apnea) noted? 1 no ~1yes
[ abdominal pain

(1 constipation, hard infrequent stools

[ diarrhea, frequent or loose stools

[ blood in stools

[J nausea

[ vomiting

{J heartburn

L] coughing or gagging with eating

[ getting up at night to void

(! bedwetting

[J excessive thirst

U frequent urination

[ pain or burning with urination

(I pubertal changes

[1 menses: first day of the last period:

[ periods Ll irregular L regular

['1 discharge from breast(s)

[ Ijoin pain or swelling

LI bone pain

LI muscle cramps

LI tremor

L} skin changes

LI hair loss or other hair changes

L] other




Early joint issues (rheumatoid arthritis)

*Mat. LIGF _GM Caunt L_uncle

*Pat. _GF JJGM _aunt _uncle

Kidney stones

*Mat. LIGF _GM _aunt Luncle

*Pat. _GF _JGM _aunt _uncle

High blood pressure

*Mat. 1 IGF 'GM : ‘aunt{ uncle

*Pat. \GF IGM Jaunt "luncle

Overweight/Obesity

*Mat. LIGF _GM aunt L.uncle

*Pat. LGF JGM _aunt Cluncle

Cancer (type)

*Mat. | \GF 'GM aunt [ uncle

*Pat.  GF [IGM  aunt ' uncle

Heart disease

*Mat. L \GF " 'GM aunt ! uncle

*Pat. . 'GF 1GM ! aunt © uncle

Stroke

*Mat. [IGF /GM _iaunt [ uncle

*Pat. iGF 1 1GM ' aunt "uncle

Cholesterol problems

“Mat. [IGF 'GM " launt { uncle

*Pat. " 'GF 11GM Tiaunt uncle

Depression/Mood problems

*Mat. OGF “GM Taunt "uncle

*Pat. TIGF TIGM Taunt Tuncle
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Notice of Privacy Practices

Privacy Notice - Effective Date: 09/23/2013

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT OUR PATIENTS MAY BE DISCLOSED
UNDER THE HIPAA PRIVACY ACT OF 2013. IT DESCRIBES HOW YOU CAN GET ACCESS

TO YOUR INFORMATION. These policies may be changed as the need arises.

OUR OBLIGATIONS

We are required by law to:

Maintain the privacy of protected health information
Provide our patients with notice of our legal duties and privacy practices

Provide you with information on disclosures of your PHI (Personal Heath Information) to our Business
Associates who have contracts with us

e Follow the terms of our notice in compliance with the current HIPPA HITECH ACT and Privacy Policies HOW

WE MAY USE AND DISCLOSE HEALTH INFORMATION

WE WILL USE AND DISCLOSE HEALTH INFORMATION (PHI) ONLY WITH WRITTEN PERMISSION FROM OUR
PATIENTS. You may revoke this permission at any time by writing to our privacy officer. If you revoke this authorization we will
no longer use or disclose PHI for the reasons covered by your authorization. You understand that we are unable to take back any
disclosures we have made prior to your revocation. We are required to maintain records of the care we provided you.

FOR TREATMENT

We may disclose your PHI (Personal Health Information) for your treatment, to receive payment from you, and to an insurance or
third party for treatment and services you received. We can disclose to doctors, nurses, medical technicians, and other personnel
involved in your medical care. NOTE: You can block insurance and third party payers from receiving this information with
notification to us when you are paying for services fully out of pocket.

FOR PAYMENT

We may disclose PHI so that we or others may receive payment for services unless you are paying out of pocket and have asked us
not to disclose this information.

HEALTH OPERATION

We may share information with other entities that have a healthcare delivery relationship with you. We may share with state and
federal public health entities for epidemiological and surveillance of disease outbreaks.

APPOINTMENT REMINDERS TREATMENT ALTERNATIVES AND HEALTH RELATED BENEFITS

We may use and disclose PHI to contact you to remind you of an appointment with us, tell you about treatment alternatives or
health related benefits.
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DESCENDANTS, INDIVIDUALS INVOLVED IN YOUR CARE OR PAYMENT FOR CARE

When appropriate, we may share PHI with a person who is involved in your care or payment for your care such as a family member
or close friend. We may also notify your family about your location or general condition or disclose such information to an entity
assisting in disaster relief efforts.

RESEARCH

The use of research leads to developing new knowledge to improve healthcare. We may ask you to allow us to use your PHI for
research studies if they meet the federal and state requirements and use your information in a delimited (de-identified) data format.
We will not allow the use of your PHI for marketing and will consider this a breach by any entity with a BA agreement doing so.

HEALTH INFORMATION EXCHANGE/REGIONAL HEALTH INFORMATION ORGANIZATIONS

Federal and state laws may permit us to participate in organizations with other healthcare providers and other healthcare industry
participants in order to share PHI with one another to accomplish the goal of increasing access to your PHI; aggregate and compare
your information for quality improvement purposes as is permitted by law.

SPECIAL SITUATIONS FOR DISCLOSURE

We are required under international, federal, state and local laws to disclose PHI:

To avert serious threats to health and public safety as in the case of epidemics, child abuse or neglect, report deaths or
births or injury due to natural disasters. Public Health entities may also be involved in health oversight activities

Business Associate (BA's) that perform functions associated on our behalf to provide us with services. All our BA's are
obligated under contract to not disclose PHI

Organ and Tissue Donation entities handling the procurement, banking or transportation of the organ

Military & Veteran entities with direct command authority over our patient '

Workers Compensation programs may receive information related only to a specific work related injury

Data Breach Notification Purposes - to provide legally required notices of unauthorized access to or disclosure of PHI to
the secretary of OCR (Office of Civil Rights) and HHS (Health and Human Services)

Lawsuits and Disputes - if you are involved in a lawsuit we may disclose PHI in response to a subpoena, discovery request,
or other lawful process in the dispute. This will only happen if efforts are made by us to notify you of the request.

Law Enforcement - We may release information to a law enforcement official if the information is in response to: 1. A court
order 2. Limited information to identify and locate a suspect, fugitive, material witness or missing person 3. About the victim of a
crime 4. About a death we believe may be a part of some criminal activity 5. Criminal conduct on our premises 6. In an emergency
to report a crime, it's location or victims and the location of the person who committed the crime.

Corners, Funeral Directors and Medical Examiners - this information may be necessary to identify a deceased person and
the cause of death. This information is necessary for the Funeral director to complete a death certificate.

National Security and Intelligence Services - PHI may be released to federal officials for intelligence, counter intelligence
and other national sccurity activities authorized by laws.

Inmates or Individuals in Custody - if you are an inmate of a correctional institute receiving our medical services, we may
release PHI in order for the institution to provide you with health care to protect your health and that of other inmates and the safety
and security of the correctional institution.

YOUR WRITTEN AUTHORIZATION IS REQUIRED FOR OTHER USES AND DISCLOSURES

These disclosures of PHI require vour written consent:

. Use and Disclosure of Psychotherapy notes

. Use and Disclosure of HIV laboratory test results

. Use and Disclosure for marketing purposes

. Use and Disclosure of any Genetic Information under (GINA ACT)

PATIENTS RIGHTS CONCERNING PHI
Of the PHI




Right to Inspect and Copy - your medical and billing records under than psychotherapy records. We have up to 30 days to
make the information available and we may charge for the copies. We may not charge a fee if you need the records for Social
Security or any other federal or state needs based benefit programs. We may deny the request to information that was not created by
this entity )

Right to an Electronic Copy of Electronic Medical Records - if we have your health information in an electronic
medical records (EMR), you have a right to receive a copy given to you in an electronic format or transmitted to you or
another entity. We may charge a reasonable cost based fee for the labor associated with transmitting or delivering the PHI
in an electronic format. We will make every effort to provide access to your PHI in the form or format you requested if it is
readily available in such a format in this facility

Right to get notice of a Breach-involving unsecured PHI

Right to Amend - you have a right to ask for an amendment of PHI information kept by our office. This request must
be made in writing to the office manager

' Right to Accounting of Disclosures - we will supply you with a list of disclosures we made for treatment, payment or other
health operations for which you provided written authorization or they were covered by law. Accounting disclosure requests must
be submitted in writing to the office manager

Right to Request Restrictions - you have the right to request a restriction or limitation on any disclosure of your PHI.
Request for restrictions need to be made in writing. We are required to agree to your request if you are requesting restricting the
disclosure to a health plan for payment or health operation purposes and the information you wish to restrict pertains solely to a
health care item for which you have paid "out-of-pocket"

Right to request confidential information - you have the right that we communicate your medical matters with you in a
certain way or location. To request confidential communication you must make your request in writing
8. Right to a Paper Copy of this Notice

o]

CHANGES TO THIS NOTICE MAY BE MADE AT ANY TIME - This notice will be posted and available in paper copy at
any time.

COMPLAINTS - We will not penalize you for filing a complaint

DR. KAMEL, Privacy Officer, 633 E Baldwin Rd, Panama City, FL 32405 (850) 522-5490

File a complaint with the Secretary of Human Services: Secretary of the US Department of Health and Human Services,
200 Independence Ave. S.W. Washington, and D.C. 20201

Parent/Guardian Signature:

Date:
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AUTHORIZATION TO RELEASE INFORMATION

THE FOLLOWING PEOPLE NAMED BELOW MAY OBTAIN MEDICAL INFORMATION FOR ME, AND MAY SPEAK FOR ME IF | WAS TO
BECOME UNABLE TO EXPRESS MY WISHES.

NAME: RELATIONSHIP: PHONE:
NAME: RELATIONSHIP: PHONE:
NAME: RELATIONSHIP: PHONE:

I HAVE RECEIVED A COPY OF THE NOTICE OF PRIVACY PRACTICES (HIPPA) AND | HAVE BEEN PROVIDED AN OPPORTUNITY TO
REVIEW IT.

NAME: BIRTH DATE:

SIGNATURE: DATE:

AUTHORIZATION TO RELEASE INFORMATION AND ASSIGNMENT OF BENEFITS

I AUTHORIZE THE RELEASE OF ANY MEDICAL INFORMATION NECESSARY TO PROCESS THIS CLAIM. | PERMIT A COPY OF THIS
AUTHORIZATION TO BE USED IN THE PLACE OF THE ORIGINAL.

DATE: SIGNATURE:

PATIENT, PARENT OR GUARDIAN

I HEREBY AUTHORIZE IEDHH TO APPLY FOR BENEFITS ON MY BEHALF FOR COVERED SERVICES RENDERED BY HIM OR BY HIS ORDER.
I REQUEST THAT PAYMENT FROM MY INSURANCE COMPANY BE MADE DIRECTLY TO IEDHH, OR TO THE PARTY WHO ACCEPTS
ASSIGNMENT.

I CERTIFY THAT THE INFORMATION | HAVE REPORTED WITH REGARD TO MY INSURANCE COVERAGE 1S CORRECT.
I PERMIT A COPY OF THE AUTHORIZATION TO BE USED IN PLACE OF THE ORIGINAL. THIS AUTHORIZATION MAY BE REVOKED BY
EITHER ME OR MY INSURANCE COMPANY AT ANY TIME IN WRITING.

DATE: SIGNATURE:

PATIENT, PARENT OR GUARDIAN

THANK YOU
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Patient Name: DOB:

I hereby authorize the following organization to release information as stated below from the patient health information record.

Information to be released from: Information to be released to:

Name of Organization Name of Organization

The Institute of Endocrinology

Phone Number Phone Number

850-522-5490

Fax Number Fax Number

850-522-5491

Most recent progress notes

All progress notes

All laboratory reports

All Ultrasound and radiology reports
Psychiatric/Psychological reports
HIV/AIDS test results
Other (Please specify)
Please specify anything you do NOT want to be released:

00DCO0DQO

PURPOSE OF RELEASE
O Continuing Care
O  Specific Request

lunderstand that this authorization extends to all, or any part of the records designated abave, which may include psychiatric information, and/or genetic
counseling/testing, and/or alcohol/drug abuse and/or HIV/AIDS test results. | expressly consent to the release of the information designated above.

I understand that this authorization will remain in effect forone year unless otherwise specified. | understand that this autharization is revocable upon written
notice to the office where the original authorization is retained. | understand that my protected health informati on that is used or disclosed under this
authorization may be subject to re-disclosure by the recipient and the privacy of my protected health information may no longer be protected by law. |

understand that after signing this form, thereisa processing period for records requests of 7-10 business days and may be subjectto a processing fee of $1.00 per
page for the first 25 pages and $0.25 for pages 26+. The processing fee does not apply to records being sent directly to a h ealthcare provider.

Signature of Patient/Legal Representative or Parent/Legal Guardian Date
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Laboratory and Radiological Testing

Acknowledgement

The practice will usually order tests (laboratory or radiological tests) based on your

clinical case and your medical complaints in order to make diagnosis and establish
a treatment plan.

You must understand that not every test we order or consider as important to
you will necessarily be covered and paid for by your insurance. It is your

responsibility as the patient to check with your insurance if they cover and pay for
the test or study based on your diagnosis.

Please check with your insurance about coverage before every lab or
radiological test you undergo. Again, it is not the responsibility of the office if
your insurance does not cover a certain test or service.

Parent/Guardian Signature

Print

Date
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BILLING POLICIES

Our goal is to provide an maintain a good physician-patient relationship. Letting you know in advance of our office
policy allows for a good flow of communication and enables us to achieve our goal. Please read this carefully and
if you have any questions, please do not hesitate to ask a member of our staff.

On arrival, please sign in at the front desk and present your current insurance card. You will be asked fo sign and
date the file copy of the card. This is your verification of the correct insurance and consent to bill them on your

behalf.

IF THE INSURANCE COMPANY THAT YOU DESIGNATE IS INCORRECT, YOU WILL BE RESPONSIBLE FOR
PAYMENT OF THE VISIT. '

1.
2.

Patient Name

According to your insurance plan, you are responsible for any and all co-payments, deductibles, and co-
insurance at the time of the visit. YOU ARE RESPONSIBLE FOR ANY BALANCE ON YOUR ACCOUNT.

It is your responsibility to understand your benefit plan. It is your responsibility to know if a written referral or
autharization is required to see specialists, if pre-authorization is required prior to a procedure, and what
services are covered.

If our physicians do not participate in your insurance plan, payment in full is expected from you at the time of
your office visit. For scheduled appointments, prior balances must be paid prior to the visit.

If you have no insurance, payment for an office visit is to be paid at the time of the visit.

Patient balances are billed immediately on receipt of your insurance plan's explanation of benefits, Your
remittance is due within 10 business days of your receipt of your bill.

If previous arrangements have not been made with our finance office, any balance over 60 days will be
forwarded to a collection agency.

A $20.00 fee will be charged for any checks returned for insufficient funds, plus any bank fees incurred.

Itis your responsibility to know if a selected specialist participates in your plan.

Not all services provided by our office are covered by every plan. Any service determined to not be covered by
your plan will be your responsibility.

. You agree to pay a $75.00 No-show fee if you do not show up for your appointment and did not call to cancel

or reschedule at least 24 hours prior to your appointment.

Responsible Party Member's Name Relationship

Responsible Party Member's Signature Date
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Today's Date:

Patient's Name;

Patient's DOB:

Advarnce Directives:

Do you have written advance directives?
Yes

No

| am unsure

Code Status:
In the unexpected and rare case of a code (heart or respiration stops), what option would you prefer?
Full code, including doing chest compression and cardiac shock if needed.

Do not resuscitate, meaning no cardiac shocks or assisted breathing
(If you select this option, you must fill out a DNR form)

| have not decided at this time.

Patient/ Guardian's signature



